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OMB NO.: 0938­


nebraska 

AMOUNT, DURATION ANDSCOPE OF MEDICAL AND REMEDIAL CARE 
A N D  SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

1. 	 Inpatient hospital services other than those provided in an institution 

for mental diseases. 


- -
Provided: I - /  No limitations 151 withlimitations* 

2.a. Outpatient hospital services. 


Provided: 17 K O  limitations 1s Withlimitations* 

b .  	 Rural health clinic services and other ambulatoryservices furnished 
by a rural health clinic (whichare otherwise included in the StatePlan) 

1%- Provided: I_! No limitations 13 Withlimitations* 

/T Not provided.-

c .  	 Federally qualified health center (FQHC) services and other ambulatory 
services that are covered under the plan and furnishedby an FQHC in 
accordance with sec. 4231of the State medicaid ?lama1 (HCFA-Pub. 4 5 - A ) .  

-

provided / - I  So limitations Is Withlimitations* 


3 .  Otherlaboratoryand x-ray services, 
-

Provided: 121 No limitations I - !  Withlimitations* 

-


*Description provided on attachment 


TX SO. ?is-92-1 APR 10 1992 
supersedes Approval Date Effective Date NOV 0 1 1331 
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OMB NO: 

S t a t e / T e r r i t o r y  : N e b r a s k a  

amount DURATION, AND SCOPE OF MEDICAL 
AND R E M E D I A L  CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

-4.a. 

4.b. 

4.c.­

' 5.a .  

b. 


6. 


a.  

N u r s i n g  f a c i l i t y  service (other t h a n  services i n  a n  i n s t i t u t i o n  for  
menta l  diseases) for  i n d i v i d u a l s  21 y e a r s  of age or o l d e r .  

Provided  : - No l i m i t a t i o n s 2  W i t hl i m i t a t i o n s *  

E a r l ya n d  periodic s c r e e n i n g ,  d i a g n o s t i c  a n d  t r e a t m e n t  s e r v i c e s  for  
i n d i v i d u a l s  u n d e r  21 yea r so fage ,andt r ea tmen t  of c o n d i t i o n sf o u n d . *  

Fami lyplanning  services and s u p p l i e s  i n d i v i d u a l 8  of c h i l d - b e a r i n g  
age. 

Provided : -x No l i m i t a t i o n s - With  l i m i t a t i o n s *  

P h y s i c i a n s '  services w h e t h e rf u r n i s h e di n  t h e  o f f i c e ,  t h e  p a t i e n t ' s
home, a h o s p i t a l ,  a n u r s i n gf a c i l i t y  o r  e l s e w h e r e .  . 

Provided : - No l i m i t a t i o n s 2  With l i m i t a t i o n s  

M e d i c a la n ds u r g i c a ls e r v i c e sf u r n i s h e db y  a d e n t i s t  ( i n  a c c o r d a n c e  
w i t h  s e c t i o n  of t h e  A c t ) .  

Provided : -X N o  l i m i t a t i o n s - With l i m i t a t i o n s *  

Medical care a n da n yo t h e rt y p e  of r e m e d i a l  care recognizedunder  
State law, f u r n i s h e d  b y  l i c e n s e d  p r a c t i t i o n e r s  w i t h i n  t h e  scope  of 
t h e i r  p r a c t i c e  a s  d e f i n e d  by S t a t el a w .  

P o d i a t r i s t s '  services. 

Provided:  - N o  l i m i t a t i o n s  W i t h  l i m i t a t i o n s *  

* Desc r ip t ionprov idedona t t achmen t .  

TN NO. m-93-11 
SupersedesApproval  Date jul 1 E f f e c t i v e  Date apr 0 '993 
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State/Territory: Nebraska 


AMOUNT, DURATION, AND SCOPE OF MEDICAL 
A N D  REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

b. Optometrists'services. 
-
/x/ Provided: /T No limitations w i t h  limitations+ 

LT Not provided. 

c .  chiropractorsservices. -
/x/ Provided: IT No limitations w i t h  limitationsf 

LT Not provided. 

d. Other practitioners' services. 


Provided: Identified on attached sheet with description of 

limitations, if any. 


L/Not provided. 


7 .  Homehealthservices. 

a. 	Intermittent or part-time nursing services providedby a home health 
agency or by a registered nursewhen no home health agency exists in the 
area. 

Provided: f l N o  limitations w i t h  limitations* 

b. Home healthaide services provided by a home health agency. 

Provided: /TNo limitations w i t h  limitations* 

c. Medical supplies, equipment, and appliances suitable for
use in the 

home. 


Provided: /TNo limitations /=With limitations+ 


*Description providedon attachment. 


TN No. N b  91 L4 

Supersedes
Approval Date . . ! t . : i  2 0 Effective Date 
TN No. (new Daze) 

NOV 0 1 1531 
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OM6 No.: 0938-

State/Territory: Nebraska 

AMOUNT, DURATION, AND SCOPEOF MEDICAL 

AND remedial CAREAND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 


d. 	 Physical therapy, occupational therapy, or speech pathology and 

audiology services provided by a home healthagency or medical 

rehabilitation facility. 


f l  Provided: /? Nolimitations &?With limitations* 
-
-/ Notprovided./ 

8. 	 Private duty nursingservices. 
-
/X/Provided: /T No limitations w i t h  limitations* 

/ Not provided. 

*Description provided on attachment. 

nov :,'1 7 1'TN NO. MS-93-15 
Approval Date 

jan 'z 6 193.:. 
Effective Date 

. .. 
3 .)Y fSupersedes


TN No. MS-91-24 HCFAID: 7986E 
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OWB YO.: 0938-0193 

M O U N T ,  DURATION MTD SCOPE OF medical 

MID =DIAL C U B  MID SERVICESPROVIDED TO the CATEGORICALLY needy 


9. Clinic services. -
Provided: ~7no limitations -

/-/ lot provided. 

10. Dental services. --/ X X /  Provided: /7 lo limitations 
-

/-/ lot provided. 

11. Physical therapy and related services 

a. Physical therapy.
-
Provided: Ly

-- lot provided./ 

b. Occupational therapy.
-
Lxx/ Provided: Ly--/ Pot provided./ 

lo limitations 


lo limitations 


E with limitations* 

E With limitations* 

& With limitations* 

with limitations* 


C. 	Services for individuals with speech, hearing, and language disorders 
(provided by or under thesupervision of a speech pathologist or 
audiologist).-
LEM/ Provided: L7 No limitations E with limitations* 

-/ --/ Pot provided. 

*Description provided on attachment. 


HCFA ID: 0069P/0002P 
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OKE NO.: 0938-0193 

amount DURATION AND SCOPEOF MEDICAL 
AND REMEDIALCARE AND SERVICES PROVIDEDTO THE CATEGORICALLYNEEDY 


12. 	 Prescribed drugs, dentures, and prosthetic devices; and eyeglasses 

prescribed by a physician skilled-in diseases of the eye or by an 

optometrist. 


a. Prescribed drugs. 

-

Q/ Provided: /7 Nolimitations 

-

/ / Not provided.
I_ 

b. Dentures. 

- ­

&/ Provided: L/ Nolimitations 
-
-/ Not provided./ 

c .  Prosthetic devices. 
-

&/ Provided: /r No limitations 

-/ Not provided./ 

d .  Eyeglasses. 
- ­

&/ Provided: L/ Nolimitations 
--/ lot provided./ 

Lx/ Withlimitations* 


-
&/ With limitations* 

&T Withlimitations* 


Lx/ With limitations* 

13. 	 Other diagnostic, screening, preventive, and rehabilitative services, 

i.e., other than those provided elsewhere in the plan. 


a. 	Diagnostic services. 
--/ Provided: /r No limitations 
-

L x _ /  Not provided. 

*Description providedon attachment. 


I 

TI IO. MS 85-1,O 

Supersedes Approval Date 

TN lo. MS 74-3 


-/r With limitations* 

Effective Date 4 h  /f2 
HCFA I D :  0069P/0002P 
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OM8 NO.: 0938-0193 


r'i AMOUNT, DURATION, AND SCOPE OF MEDICAL 
/
:/ AND REMEDIAL CARE AND SERVICES PROVIDED TO THECATEGORICALLY NEEDY 

i 
b. Screeningservices. 

-X Provided: - No limitations X With limitations* 

- Not provided. 

c. Preventiveservices. 

- Provided: INo limitations - With limitations' 

-X Not provided. 

d. Rehabilitativeservices. 

-X Provided: - No limitations X With limitations' 

- Not provided. 

14. Services for individuals age 65 or older in institutions for mental diseases. 

a. Inpatienthospitalservices. 

-X Provided: -X Nolimitations - With limitations* 

- Notprovided. 

b.Skillednursingfacility services. 

-X Provided: -X Nolimitations - With limitations" 

- Not provided. 

c. Intermediate cafe facilityservices. 

-X Provided: -X Nolimitations - With limitations' 

- Notprovided. 

*Description provided on attachment. 

TN NO. MS-95-9 

, Supersedes 

TN NO.MS-91-3 
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I 

Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-A 
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OMB NO.: 0938-0193 

AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE ANDSERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

15.a. intermediate care facility services (other than such services in an institution for mental 
diseases) for persons determined, in accordance with section 1902(a)(31)(A)of the Act, 
to be in need of such care. 

X Provided: -No limitations -L- With limitations:X 

-Not provideti 

b. Including such services in a public institution (or distinct part thereof) for the mentally 
retarded or persons with related conditions. 

Xi -Provided: -No limitations X With limitations: 

-Not provided 

16. 	 Inpatient psychiatric facility services for individuals under 22 years of age 

X Provided: -No limitations X With limitations: 

-Not provided. 

17. 	Nurse-midwife services: 

X-L- Provided: -No limitations X With limitations: 
-L­

-Not provided. 

18. Hospice care (in accordance with section 1905(0) of the Act). 

-Provided: -No limitations -With limitations: 

-c- Not provided.X 

Transmittal fc MS-95-13 

Approval Date; :!;3 3 i3E8 EffectiveSupersedes Date 7 /ay/’?.S-

Transmittal ## MS-88-10 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 


State/Territory: Nebraska 


AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 


19. Case management services and Tuberculosis related services 


a. 	 Case management services as defined in, and to the group specified in,

Supplement 1 to ATTACHMENT3.1-A (in accordance with
section 1905(a)(19) 

or section 1915(g) of the Act). 


-X Provided: X With limitations 

- Not provided. 

b. 	 Special tuberculosis (TB) related services under
section 1902(z)( 2 )  ( F )  of 
the Act. 

- Provided: - With limitations* 

-X Not provided. 

20. Extended services for pregnant women 


a. 	 Pregnancy-related and postpartum services for a 60-day period after the 

pregnancy ends and any remaining days in the month in which the 60th day

falls. 


- Additional coverage ++ 

b. 	 Services for any other medical conditions thatmay complicate 

pregnancy. 


- Additional coverage ++ 

++ 	 Attachedis a description of increasesin covered services beyond
limitations for all groups described in this attachment and/or any 
additional services provided to pregnant women only. 

*Description provided on attachment. 


~~ ~

TN NO. MS-94-15 'w- Effective Date JUL 0 1 lS94Supersedes . Approval Date ;CT 0 
TN NO. MS-94-06 



ATTACHMENT TO PAGE 8 
of Attachment 3.1-A 

Sta te :Nebraska  

major C a t e g o r i e s  o f  S e r v i c e s  T h a t  Are A v a i l a b l e  As 
Pregnancy-Rela tedServ ices  or Se rv icesFor  Any 
OtherCondit ionThatnayComplicatePregnancy 

The nebraskaMedicalAssis tanceProgram covers thefo l lowingmajo r  
c a t e g o r i e s  of s e r v i c e s  a s  pregnancy-re la ted  services or s e r v i c e s  
f o r  a c o n d i t i o n  t h a t  may complicatepregnancy:  

1. 	 A l l  s e r v i c e sc o v e r e du n d e rt h e  T i t l e  XIX P l a na r e  
a v a i l a b l e  when pregnancy-re la ted  or f o r  a c o n d i t i o n  t h a t  
may complicatepregnancy;and 

2 .  	 Thesame l i m i t a t i o n sl i s t e di nA t t a c h m e n t  3.1-A a r e  
a p p l i e d  t o  p r e g n a n c y - r e l a t e ds e r v i c e s  or s e r v i c e s  f o r  a 
c o n d i t i o n  t h a t  may complicatepregnancy.  

, , 1 I C 'T r a n s m i t t a l  # HS-91-24. 
Supersedes Approval Date  :i ;, lk-7 E f f e c t i v e  D a t e  

nov . - ' 

T r a n s m i t t a l  II new page 


